bony wall of the sinus. This was one of the most interesting cases the speaker has had. When he first saw the patient the left eye was pushed partly out of the socket. The tissues above the eye were so swollen that it was impossible to open the eyelids. The patient was confined to bed. As the ordinary patient with sinuitis is not confined to bed, this made him think that he had to deal with a very serious condition, and he advised operation immediately. The patient had to be taken to the hospital in an ambulance. He did the intranasal operation and got very nice drainage. However, the patient did not get well. He continued to have subnormal temperatures, occasional vomiting; inability to concentrate the mind, and he could not feed himself. The diagnosis was made of extradural abscess. Operation showed a perforation from the sinus into the orbit, but the posterior wall was absolutely solid, and no perforation. Dr. Good then opened up the posterior wall, removed an area the size of a quarter of a dollar, and got at least a dram of pus. The point he wished to bring out was that the pus did not go through the posterior wall of the sinus but came into the orbit, and then went back -between the periosteum and the bony orbit, through the posterior orbit, and then came forward under the dura. That was the only way he could explain it being in the extradural space. This patient would also have been cured by the intranasal operation, had he not had the extradural abscess. There is no discharge at the present time, and the patient is feeling fine.
Case 4.-This case the speaker was very proud of, and had expected to show the patient, but had received a letter that she could not come. She is a doctor's daughter, who had had a frontal sinuitis for seven months, with a fistula opening just above the inner canthus of the eye. He showed the picture taken of the case when first seen, showing the sinus just above the inner canthus of the eye. He operated on this patient, and in twenty-four hours she had absolutely no discharge from the fistula, and at the present time it is still c1osed-a year and a half after operation-so that a sinus draining from the frontal sinus is not a contraindication to the intranasal operation.
Case 5.-This patient also developed an abscess just above the inner canthus. It broke open. He did an intranasal operation with some difficulty. This healed, draining through the SOCIETY PROCEEDINGS. 973 nose, and the patient got perfectly well. There is a slight scar, which can be seen on the picture. Case 6.-This is a lateral sinus case. The patient developed an acute rhinitis. He left his work with chills. Later developed an acute otitis media in both ears. He was sick for four days before the membranes ruptured. He was treated for about a week with the usual treatment of a general practitioner, but the patient got worse and worse. The tongue was coated, poor appetite, temperature slightly elevated at times. The speaker was called at the end of a week. He could not elicit any tenderness over either mastoid. There was no tenderness along the sinus. The discharge was most profuse from the left side. He had the patient put in the hospital and had the temperature taken every hour, which he has found very valuable in making a diagnosis of lateral sinus thrombosis. After two days there was no question as to the diagnosis-it was a lateral sinus thrombosis. It is very important in these cases to watch for chills. Sometimes these patients do not have real chills-just the hands and feet will get cold, or the patellar region will get cold or damp. In this case, after the temperature went up to 104°, he had chills and perspiration; also some projectile vomiting.
Dr. Good has only had five cases of lateral sinus thrombosis in his practice. He gave the details of the operation performed in this case. The patient is getting along very nicely. In operating he has noticed that in every case where he has simply ligated the internal jugular vein it ruptures in three to five days after it is tied. He believes it is wise to separate the vein and sew the upper end into the wound, so that it can be irrigated through and through.
This patient had a leucocytosis of eighteen thousand; the polymorphonuclears were eighty-five per cent. Autogenous vaccines were given throughout the entire course of treatment in the hospital. DR. J. C. BECK asked what organism.
DR. GOOD replied that it was the staphylococcus aureus. Case 7.-This was another case of lateral sinus thrombosis, and in this patient you could see the mastoid region bulging. He was treated in a dispensary for five or six weeks, and was not operated because there was no discharge from the ear at any time. There was never the least disturbance with hearing of which the patient knew, and yet there was a lateral sinus thrombosis. The infection did not go through the jugular bulb because the sinus was perforated in the mastoid region. On opening the mastoid the lateral sinus was found thrombosed, with a large perforation. In addition, there was an extradural abscess. When the mastoid was opened the pus came out of the cranial cavity, with pulsations. Today the patient has perfect hearing. In this case there was no perceptible systemic infection, and the patient recovered nicely.
Case 8 was the case of a nurse who had had an acute tonsillitis, which was treated by a general surgeon in a hospital. Four days after, she developed an acute otitis media, with tenderness over the mastoid. At this time the speaker was called. He did a paracentesis, and there followed a profuse discharge from the ear-about a cupful in two hours' time. He gave her urotropin, and so forth, in the hope that the condition would subside, but four days afterwards he realized that the mastoid was becoming more tender, and so he performed a mastoid operation. He found the lateral sinus uncovered, the bone necrosed over the sinus over a small area, but he did only a complete simple mastoid operation. Within a week she had distinct symptoms of lateral sinus thrombosis. The lateral sinus was operated on, the internal jugular ligated. There was no pneumonia at any time, and yet she had multiple abscesses all over the body, about fifty in number. Patient recovered in six weeks after last operation.
(Lack of time prevented Dr. Good from describing these cases in detail.) .
Growth in the Left Choana. '
DR. NORVAL H. PIERCE said this man complained two months. ago of nasal stoppage on the left side. There was no pain of any consequence. On examination the speaker found that the left choana was deformed by a growth which apparently sprang from the immediate vicinity of the posterior end of the inferior turbinated body. When first seen there was no ulceration, but an induration in the region approximately close to the inferior and middle turbinated body. This infiltration could be very easily seen to travel upwards toward the upper portion of the eustachian tube. The second time the speaker saw him, some days after, there was a distinct increase in this infiltration, and at that time the infiltration had: SOCIETY PROCEEDINGS. 975 what he determined to be a slough on its upper portion. The turbinated bodies were then so amalgamated in the left choana that he could hardly distinguish between the posterior end of the septum and the middle and inferior turbinated bodies. The growth apparently was very rapid. He succeeded in snaring off a portion of what he considered the most prominent portion of the growth, about the size of his fingernail. This was submitted for pathologic examination, and showed nothing but granulation tissue. Toward the circumference of these pieces of tissue he found something that was rather suspicious of epithelial growth. The pathologist was not sure whether it was epithelium or endothelium, but could see nothing that he could positively state to be malignant in its character. The man had no history of syphilis, but in order to insure the absence of this disease he was put on antisyphilitic treatment, with absolutely no effect on the growth. Tonight, on examination of the postnasal space, this infiltration was found to have spread. rapidly over the posterior wall of the posterior pharyngeal space as a large ulceration with heaped up edges. This is the second case of the kind that Dr. Pierce has seen in this region, and they all go about the same way. Dn. PIERCE was unable to show these plates, as they had been taken from the hospital in order to have photographs made of them. The case had been referred to the clinic by the school officials for the purpose of having the tonsils and .adenoids removed. The tonsils were found to be healthy, and there were no adenoids. The child could not breathe through the nose properly. On the right side there was considerable swelling and discharge of pus. A foreign body could not be seen by anterior or posterior rhinoscopy, but the X-ray showed a large safety pin somewhere in the posterior portion of the nasal cavity.
Case of Nasal Deformity From Syphilis, With Suggestions as to
Remedying the Defect.
DR. PIERCE said that the deformity had resulted from a -syphilitic process which had healed up. In this case the Wassermann was negative. The next proposition, however, was DISCUSSION.
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to improve the man's appearance, Dr. Pierce's idea is to take the middle finger of the left hand, split it up and sew the split finger into the cavity in this way (indicating). This is not the usual technic, but he thought it might be successful. He wanted to know if any of the members had any suggestions to make regarding the case.
Case of Frontal Ethmoidal Disease Operated on by the Killian
Method, With Accentuation of an I mportant Point.
DR. PIERCE said that in this case the whole temporal region was very much swollen. The patient was shaved very thoroughly before he saw her on the table, and therefore he could not tell where the eyebrow was. Since the operation the eyebrow has sprung out very beautifully, over an inch above the incision. This displacement was the result of the great swelling present. The point is very important that in these enormous swellings it must be that the attachment of the orbicularis and the occipitalis has become entirely eaten away from the bone; the muscle contracts and throws the soft parts upwards. He has never seen this fact brought out, however, and exhibited the case because of its interest.
Case of Acute Frontal Abscess.
DR. PIERCE also showed a case of acute frontal abscess, with violent pain, which continued for many weeks. The patient was sick for about five weeks. In operating, he went in through the ethmoid, up into the frontals. The patient is feeling better now. The pain was greatly relieved by this intranasal operation.
DR. ]. HOLINGER asked if it was at! especially deep frontal sinus, as shown by the X-ray.
DR. PIERCE replied that he did not think it was especially deep, and he did not think there was anything special about the X-ray other than that it showed that the sinus was diseased.
Case of Paralysis of Vocal Cords of Doubtful Origin, Probably Lues.
DR. CHARLEs H. LONG said the interesting point about this case is its cause-whether it is tubercular or luetic. He exhibited the X-ray plates, which showed the external laryngeal SOCIETY PROCEEDINGS. 977 on each side, demonstrating the difference. The patient is fifty-five years old, and came to the speaker last January on account of the loss of his voice. Otherwise he was apparently in good health. The past history is that in 1907 he came under Dr. Walter Eames' care for what seemed to be tuberculosis of the lungs. He had some hemorrhage, slight cough, some expectoration, and epileptiform fits. He told Dr. Long that these fits extended over a period of eighteen months. The hemorrhages were not like the ordinary lung hemorrhages. They came on after doing some strenuous work, and were only three or four in number. Dr. Long spoke to Dr. Barnes over the telephone about the case, and he said that he had had a tuberculin test made when the man was under his care, and had the sputum examined, both of which were negative. The patient recovered under antisyphilitic treatment. Dr. Barnes was of the opinion that it is a case of lues. The man was perfectly well until 1912, when he had an attack of sciatica which laid him up for four weeks. One day last November, when he got up in the morning he could not talk. This condition continued until he came to the speaker in January. A tuberculin test at that time was negative. He was put on antisyphilitic treatment, and a Wassermann was made. The Wassermann showed twenty-five per cent positive. He was given salvarsan. Then an examination of the lungs was made.
The interesting feature in this case is the differential diagnosis of the man's lung condition. He has had a positive Wassermann test, so it was necessary to consider the possibility of lung syphilis. The diagnosis is not by any means easy in the fibroid stage of either disease. We know that a positive Wassermann may be found in a tuberculous individual, without evidence of syphilis being present. We know that syphilis is one of the predisposing factors in tuberculosis. This man may have both syphilis and tuberculosis. The physical examination of the left apex posteriorly shows a mildly active lung lesion-undoubtedly tubercular. No evidence was found of active trouble in the right lung; no rales present, which could be accounted for by the fibroid condition of the affected portion of his right lung.
Syphilis of the lung is a comparatively rare disease. This man's condition is much more suggestive of tuberculosis than lung syphilis. He has had no temperature, pulse normal; dur-978 CHICAGO I,ARYNGOLOGICAL AND OTOLOGICAL SOCIETY.
ing the last winter lost about fifteen pounds in weight; no <cough, no night sweats, none of the symptoms of tuberculosis. As stated before, he has had salvarsan, and is now taking forty grains, t. i. d., of iodid potassium. He has had inunctions, and says that he is gaining about a pound a week.
The diagnosis made by Dr. Long was syphilis, partly on account of the treatment by Dr. Barnes and the improvement that has taken place under antisyphilitic treatment. The voice is improving, which improvement began about six weeks ago. Of course, the left cord was the one affected, and it might be that three, four or five mediastinal glands might be enlarged because of this, but no other glands were found. The picture does not show any consolidation on the right side, and there is a picture of consolidation on the left side.
DISCUSSION.
DR. KEITH asked what the cords looked like. DR. LONG said that there was just a paralysis of one cord. 'This man's mother died of tuberculosis or some lung trouble, of three or four months' duration.
Case of Laryngeal Tuberculosis.
DR. LONG then showed a patient, thirty-nine years of age, who has had sore throat almost all his life-up to about four years ago. Since then he has been free from it until last summer. Then, his throat being again sore, he consulted a physician, who said the tonsils should be removed. This operation was performed successfully in November, and about three or four weeks after that he commenced being hoarse. His hoarseness has persisted ever since, although fluctuating somewhat. Otherwise, he has enjoyed perfect health. There have been no indications of lung trouble. His father died at thirty-six with some lung trouble. Was sick for three or four months, and patient thought it was pneumonia. Pro Long had this patient's chest examined by Dr. Cole, who stated that there was nothing found. There has been an ulceration of the mouth, several ulcers of the tongue, and ulcers of the pharynx. These were examined microscopically, and the report of the pathologist was necrosis with cell formation. Bacteriologic examination showed pneumococcus and streptococcus formations. Epithelial cells found. One peculiar thing is that these ulcers SOCIETY PROCEEDINGS. 979 in the mouth improve and new ones form. Wassermann test negative. Tuberculin test positive.
On the strength of the positive tuberculin test, the laboratory report, and there being no improvement from treatment, as well as the voice still remaining hoarse, and the recent discovery of two lymphatic nodes, one on each side, the speaker was led to the belief that the condition was one of tuberculosis. The patient does not believe it possible that he has tuberculosis, because otherwise he enjoys such perfect health. Dr. Freer had seen this patient with Dr. Long, and had agreed with him that the ulcers in the mouth were of tuberculous origin.
Case of Double Cerebellar Abscess, With Recovery Following
Operation.
DR. BURTON HASELTINE said that the patient had presented very interesting clinical points. He was inclined to believe that there has been no report in the literature of a bilateral cerebellar abscess with recovery. This case followed an acute infection of the right middle ear. The boy is about eighteen years old, in good health previous to the time of getting a grippal cold, which was accompanied by considerable purulent rhinitis, rather quickly followed by an acute suppurative inflammation of the right middle ear. This ear complication was untreated. There was spontaneous rupture of the drum, with very free purulent discharge for about three weeks. There was considerable swelling of the external ear, and, as described by the family, this was present in front, upward and back of the auricle, suggesting a mastoid condition. The patient was first seen by a physician some five or six weeks after the beginning of the ear trouble, when he began to have vertigo and difficulty in walking. The physician told Dr. Haseltine that at this time the boy had a tendency to fall. There was some vomiting and the usual symptoms suggestive of cerebellar trouble.
Dr. Haseltine first saw the case on January 26th, at which time the patient was in bed, being unable to walk, and also having the appearance of sepsis, combined with a subnormal temperature of about two degrees. The pupils were widely dilated, equal on both sides. No reaction to light. Moderate amount of optic neuritis---equal on both sides .. Mental con-980 CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY.
-dition perfectly normal, except that there was some delay. Coordination about the same on both sides. Could not stand without falling, and at that time fell to the right. Had had several attacks of spontaneous vomiting. Nystagmus on looking either to the right or left side-rather marked, but not on looking straight ahead at this time.
A clinical diagnosis was made by Dr. Haseltine of abscess of the right cerebellum, and it was advised that he be brought to Chicago. On his arrival here the boy was very much better. Dr. Grinker was then called in consultation, and he made a very extensive examination. At that time the blood examination showed only nine thousand white count; red cells about normal, with a lymphocytosis both absolute and relative to a mild degree. Temperature came up to normal. For seven days he was kept in the hospital under observation. Tuberculin test negative. Temperature about normal. No particular change in the symptoms. On the seventh day he developed labyrinth symptoms for the first time, with distinct rotatory nystagmus. The right labyrinth did not respond to the caloric test. Hearing apparently normal in the right ear. Normal reaction to caloric test on left side. The mastoid showed absolutely no symptoms except a slight difference in transillumination, the right being a little darker. There was no pain. Middle ear normal in appearance. Drum head had spontaneously ruptured, as stated above, and the discharge had ceased.
When the labyrinth symptoms developed, operation was performed on the mastoid. The dura was exposed and the mastoid cleaned out. The cells were dark, but not broken down. Culture showed the staphylococcus aureus. The labyrinth was exposed, but the speaker did not open the upper nodules. Forty-eight hours after this mastoid operation the temperature was normal, the rotatory nystagmus had diminished, pupil dilatation was decidedly less, and all the symptoms were better. Six or seven days following this the cerebellar symptoms returned, and on the eighth day the speaker opened the cerebellum. This patient had some bilateral symptoms. The right sphenoidal bone was explored and nothing was found. An opening over the right cerebellum released a large abscess. Examination showed a practically pure culture of the yellow staphylococcus. 
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This operation was followed by immediate improvement, and after seven weeks, with the usual drainage, he was allowed to leave the hospital, although there was still some drainage. Five days after leaving, the temperature suddenly went up to 104°and the symptoms returned. He was taken back to the hospital, the canal dilated, and a probe inserted to the bottom. At the depth of four and one-quarter inches there was some bad looking tissue and a small amount of pus. He then took an X-ray picture with the instrument in the wound, and was surprised to find that the end of the probe was over in the opposite hemisphere. He then had some silver tubes made, and met the problem of draining a left-sided abscess through the opening in the right side of the head. These tubes were cut off as the cavity became smaller. At the last rubber tubes were used for drainage, and then gauze. At this time there was still a canal of one and one-half inches, which was draining with a little gauze strip, but at the present time there was practically no discharge.
(Non:.-As we go to press the patient is entirely well, the wound has closed, and he is able to go about his usual duties.) ])ISCUSSION ON DR. HASEJ..TINE'S CASE.
DR. JULIUS GRIN KER said that on the day of his first examination he found the evidences of right-sided cerebellar disease. As there was a history of infection preceding the development of symptoms, earache and purulent rhinitis, with discharge, and some mastoid involvement, combined with a history of subnormal temperature and leucocytosis (twelve thousand), the speaker did not think there was any difficulty in diagnosing the case as cerebellar abscess. Patient was apathetic, slow in speech, thought and locomotion. He had bilateral cerebellar ataxia, more marked on the right side. There was nystagmus and double optic neuritis-not well marked, but sufficiently so to be recognized as such. Instead of the classical slow pulse, there was rather a small and rapid pulse. Temperature had a tendency to subnormal rather than elevation. The diagnosis of cerebellar abscess was made by Dr. Grinker, independently of Dr. Haseltine, who had previously made the same diagnosis. But from the symptoms presented it was questionable whether immediate operation on the cerebellum was justified without previous exploration of the inter-982 CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY. vening territory. The history of mastoid trouble could not be disregarded. He agreed with Dr. Haseltine that it would be best to explore the mastoid first. The next question was as to the advisability of going into the cerebellum after the mastoid operation. Dr. Halestine mentioned the fact that there were symptoms which did not indicate exactly a unilateral abscess. Those symptoms were: Exaggerated tendon reflexes on the right side, a phenomenon which does not fit in the picture of left sided cerebellar disease. In addition there was speech disturbance, suggestive of a mild type of aphasia. Aphasia, as is well known, is. not produced by right sided trouble, the speech centers being localized on the left side. This made the speaker hesitate. He also thought that before going into the cerebellum it would be well to ascertain the absence of a meningitis serosa interna, which occasionally occurs in connection with pachymeningitis following mastoid disease, usually in the vicinity of a pus depot. A lumbar puncture was made, and the boy felt somewhat relieved after the withdrawal of a moderate amount of fluid which was under great pressure but showed negative laboratory findings otherwise.
The patient's symptoms continuing, the speaker advised exploration of the temporosphenoidal lobe adjoining the territory of the right mastoid, and in the absence of a depot of infection to proceed to the cerebellum. What use could it have been to operate on the cerebellum when perhaps a depot in the temporosphenoidal lobe was left to continue the work of infecting the brain? Dr. Haseltine then explored the temporosphenoidal lobe, which was found free from pus. It was then decided to enter the cerebellum at once, which was done, and a large right sided abscess discovered. Dr. Grinker had no idea that there was an abscess in the left cerebellum also until Dr. Haseltine some time later introduced a probe into the abscess cavity as far as it would go, and then had a picture taken. This showed conclusively that the probe had entered the other hemisphere. Dr. Haseltine then continued to drain more extensively until there was no more pus escaping. The result must be considered brilliant.
Dr. Grinker does not recollect having ever seen a cerebellar abscess which was bilateral in distribution-certainly not a bilateral abscess which proceeded to recovery-and he has seen a number of cerebellar abscesses. He thinks the procedures followed in this case were conservative and at the same time radical. He remembered a similar case at the County Hospital, in which the symptoms pointed strongly to abscess in the cerebellum, and he diagnosed it as such and advised operation. As a matter of fact, the operator, after careful search, failed to find the abscess, and postmortem examination revealed the seat of abscess in the frontal lobe. There are real difficulties in the differentiation between cerebellar and frontal lobe disease, which time does not permit me to discuss in detail.
Another interesting feature in Dr. Haseltine's case was the symptom of frontal headache--a symptom pointing to the frontal lobe, but not rarely found in cerebellar disease, abscess, or tumor. The speaker has under observation a case, operated on by Dr. Ochsner a few days ago, in which he diagnosed an acousticus tumor, and in which the headache was never occipital, but almost always frontal in location. The explanation is that the frontopontine cerebellar tract has its origin in the frontal lobe. Oppenheim also speaks of cerebellar abscess causing symptoms referable to the frontal lobe. On the whole the surgical work in this case was cleverly executed by Dr. Haseltine, and neither he nor Dr. Grinker regretted that they had not proceeded faster. The moment the diagnosis was absolutely certain and other depots had been explored, the radical operation was performed. The case is also remarkable from the fact that it is possible to drain a very extensive abscess with but little trauma to surrounding tissue if one uses an unyielding tube of the proper caliber. Of course, much of the cerebellum has been destroyed. As a result there is still ataxia on the left side, but you see how much more extensive the ataxia is on the right side. Had the cerebellum been entered also on the left side, much more cerebellar tissue would have been destroyed. The young man still has a tendency to the drunken gait, and Dr. Grinker is certain that this would have been much worse had there been an additional opening in the other cerebellar hemisphere.
Case of Recovery From Marked Hydrorrhea Nasalis of
Hysterical Origin.
DR. JOSEPH C. BECK said that the first case was one of a young lady who had been presented to the society a year ago. At that time she had a marked hydrorrhea nasalis, and a diagnosis was made independently by Dr. Grinker and Dr. Beck that it was a hyteric condition. Some of the members considered it a much more serious condition, and not hysteria. Nevertheless, this patient was sent home shortly after she was presented at the meeting, and since that time has completely recovered without any treatment. Previous to that time she had had fifteen operations on the sinuses and throat. All she did after she left Dr. Beck's service was to take a long vacation with some friends, and Dr. Beck promised her that if she got well she could take up nursing. That she has since done at the North Chicago Hospital.
Necrosis of Nose Following Removal of Tear Duct.
The second case he wished to show was much more interesting and important, because it fitted in so well with Dr. Pierce's case. This man had tear duct removed on account of a swelling on the right side of the face, and following that his nose and right side of the. face became very much swollen and a necrosis developed on the side of the nose. The diagnosis of lues was made. Wassermann faintly plus. He was treated vigorously with a number of neosalvarsan injections, large doses of iodids and mercury, with absolutely no result. At one time, however, it was thought that the condition might be tuberculous, and he received three treatments of deep X-ray therapy by the Coolidge tube, following which he was given salvarsan intravenously instead of neosalvarsan. The nose cleared up after this, and the speaker thought this proved that salvarsan and not neosalvarsan was the specific in this case.
But that was only temporary. Dr. Beck then consulted Dr.
Ormsby. Subsequent history showed the man was married and had two healthy children. There was absolutely no history of lues. Dr. Ormsby, after careful consideration, decided that it was a case of chronic septic infection of the nose. and should receive vaccines (which the patient had received without much effect before) and also X-ray treatments. He was not given any more vaccines, but received eight deep xray treatments with the Coolidge tube, and the improvement was marvelous. He improved over night, so to speak.
The case was very interesting, in that all that the man complained of at first was a chronic dacryocystitis, for which he had an operation on the tear duct, which was followed by the necrosis. It had every evidence of a specific lesion, but treatment proved the opposite.
Case of Labyrinth Disease-Oiperation-Recovery.
Case 3.-This patient had measles as a child, and chronic bilateral suppurative otitis media, which was operated on, ten years ago. He was then considered absolutely deaf and was a pupil in Miss MacGowan's school for deafmutes. The speaker had operated him-a bilateral radical mastoid-and had then lost track of him until some weeks ago, when hecarne back to him with symptoms of severe headache on the right side. A suppuration from the region of the promontory was discovered, and a labyrinth operation performed. In this connection Dr. Beck wishes to state that both ears were negative to all tests as to a functionating labyrinth. He was absolutely deaf. He has a fair speech, characteristic of deafmutes, being a splendid lip reader. In cleaning out of the labyrinth Dr. Beck used one instrument, namely, the bur. He took out the entire labyrinth, saving the facial bony canal, with the happy result that the ear is dry, there is no facial paralysis, and the headaches are entirely subsiding.
Trifacial Neuralgia.
Case 4.-This man was operated by Dr. Ballenger for a radical frontal sinus operation. He has a depression over the frontal sinus, but complains of very marked pain. He now has a trifacial neuralgia, for which condition he has been promised relief by injections of the Gasserian ganglion. There is nothing to be seen except that the pain is intense. The man is frantic over the condition. It is on one side, and not classical of the condition, but Dr. Beck feels that all other things have been done except injection of the nerves, and so prob-ably the treatment spoken of will be the only thing to do. He has subjected three cases to Gasserian ganglion injections, and it is one treatment that certainly offers a splendid opportunity for relief of such severe pain as these cases present. The result of the operation is all that one may expect-absolute freedom from pain. He really did not intend to show this patient as such, because he had not made a close enough study of his condition, having seen him in his clinic that day for the first time, but wished to show him in connection with another case of "looking for an operation patient." There are some people who are running about from clinic to clinic to be operated upon, a sort of mania for it, and the second case he had hoped to show was a woman whose history showed that she had seen about thirty specialists in ear, nose and throatmostly members of the society-many of whom had operated upon her. She has had a bilateral radical sinus operation, including externally, and both mastoids and tonsils. The additional interesting point is that the patient steals from other patients whenever she is admitted to the hospital. To cover the defect he made two slightly divergent incisions from the end of the defect backwards over the cheek, and loosened a large flap between the incisions. He stitched the bleeding base of the flap to the edge of the bony aperture of the nose. That gave sufficient loose skin tissue to cover the whole defect with a loose flap, which was well supplied with blood. There was absolutely no tension on the back of the nose, because the whole tension was right at the edge of the pyriform aperture. The flap fell in its place automatically. The cosmetic result in this case was very good. Toimprove the looks of the nose hole, he folded the end of the flap inward and stitched it loosely. The flap healed in nicely and smoothly. He thought this might offer .a suggestion to both Dr. Pierce and Dr. Beck for a plastic operation. He saw the pa-SOCI£TY PROC£EDINGS. 987 tient again three years after the operation. The nose looked very nicely.
DR. JOSEPH C. E£CK saw the case Dr. Pierce presented about three or four days ago, and it looked to him like a sarcomatous condition of the nose. It might be an epithelioma or endothelioma, although these conditions certainly differ, at least microscopically.
In regard to the case in which Dr. Pierce was going to do a plastic, and also his own case, he did not know of anything better than the operation Dr. Pierce suggested doing-to sacrifice the finger. The loose flap would be a poor procedure. One of the necessary things is the preservation of the nasal side of the orbit. Any operation around that region which would loosen up tissues around the orbit would defeat the purpose. At the present time he is building up a nose by making an incision over the rib, severing the rib in two parts, leaving it in place and laying bare the finger over the front part, exposing the periosteum, placing the finger underneath the rib, and putting the whole thing in a plaster cast for immobilization. Ten days later resected the rib, when it remained hanging on the finger. He then treated this as an open wound, allowing granulations to form on the piece of the rib at this point (indicating). Now he expects to replant this finger with the piece of rib through the same scar over the chest wall, allowing it to heal in, thus obtaining a large skin flap. Blair, of Kansas City, has reported a number of these cases in Surqer», Gynecology and Obstetrics.
DR. PIERCE, in closing the discussion on his cases, said that he had very little faith in flaps derived from the side of the face bridging over such a large defect as that present in the case he had shown. The stitches pull out and the defect is just about as large after the attempt as before. He thinks the only way to remedy these defects is by means of some plastic operation by means of the finger or rib, as Dr. Beck described. DR. SOW~RS replied that the static labyrinth was negative. The acoustic labyrinth was normal. He could hear perfectly, previous to the operation. There seems to have been no change at all in the labyrinth except the rotatory nystagmus. . DR. PIERCE asked how the auditory apparatus was tested.
DISCUSSION
DR. SOWERS said they used a stethoscope, pinching off first one side and then the other, and Whispering through it, so that there was no chance of malingering.
DR. GRINKER said he thought that was a very splendid test, and had never seen it used before.
DR. PI~RC~asked if the noise apparatus was used at all. DR. SOWERS said it was not. DR. PIERCE said he could hardly think the man could hear so well with such a destruction.
DR. BOOT said he would like to know the origin of this abscess. Such abscesses are usually situated close to the temporal bone. This one was quite a distance from it. Was it by direct extension from the mastoid, or was it a metastatic process?
DR. GRINKER, replying to Dr. Boot's question, thought it was a metastasis-not direct continuity or contiguity-as all the intervening brain territory was found free from disease. We know that an abscess will travel quite a distance from the depot of infection. Cases have been described in which ab-scess was found on the opposite side from the diseased area, but in the majority of cases we look for the abscess in the contiguous territory, on the same side. The most frequent site of otitic abscesses is the temporosphenoidal lobe; next in frequency the cerebellum, and very rarely the frontal lobe.
DR. BECK asked if Dr. Grinker made a test of pronation and supination, or the diadokokinesis test.
DR. GRINKER said he did, but this was inconclusive for localization.
DISCUSSION ON DR. BECK'S CASES.
DR. JULIUS GRINKER just wanted to say a word or two with regard to the last case shown by Dr. Beck, in which a diagnosis of trifacial neuralgia had been made. This man had been under Dr. Grinker's care, and he had put him down as a psychopath. The patient had been talking constantly about still having trouble in the frontal sinus, although he had been operated by competent men, and all signs of disease were found absent after repeated examinations. Dr. Grinker records him as a psychasthenic, with the habitual or psychic sort of pain. At the time of his examination he failed to find anything like a case of trifacial neuralgia. He fears that the results of injection of the Gasserian ganglion in his case will prove disappointing.
Dr. Grinker said he was the first one in America to attack the Gasserian ganglion by the Hartel method, at the County Hospital, and he is very loath to resort to this method unless all peripheral injections have been unsuccessful, for the reason that there is always the real danger of causing corneal ulceration when the Gasserian ganglion injection is successful.
Dr. Grinker had seen the young lady with hysteric hydrorrhea nasalis when she was presented to the society last year. At that time there were absolutely no characteristics of the type of rhinorrhea one finds in connection with neoplasm of the brain, or with extensive intraventricular conditions. So that by a mere process of exclusion he could make the diagnosis of hysteria. He thought that the remarks made in her presence when she was first presented to the society had done a great deal for the girl-that is, 'the psychotherapeutic treatment was unconsciously practiced. All the other treatments applied afterwards by Dr. Beck had merely a supporting effect, the principal task having been accomplished when she was presented as a case of hysteria that would surely get well. Time and again the speaker has seen patients who were made worse with each consultation, because of the poison that was instilled into their minds as to the existence of organic disease. When we know that patients have no organic disease, we should tell them so.
